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F 000 | INITIAL COMMENTS l' F 000
This Statement of Deficiencies was generated as | FO0O
a result of the Complaint Investigation conducted | | Thispl N
at your facility on January 6, 2015, in accordance | I ex :,ul; Tjnbofm cron s prep ared and
‘with CFR (Code of Federal Regulations) 42, - w'ed because 1t is required by the
Chapter IV, Part 483, Requirements for Long ' provisions of the state and federal
Term Care Facilities. regulations and not because The Heights
. ’ ' of Summerlin, LLC agrees with the
The census on the day of the investigation was | allegations and citations listed on the
184. l Statement of deficiencies The Heights of
The sample size was 11 residents. | Summerlin, LLC mainiains that the
. alleged deficiencies do nol, individually
The complaint investigative process was initiated | and collectively, jeopardize the health and
by the Division of Public and Behavioral Health on safety of the residents, nor are they of such |
January 6, 2015 character as to limit our capacity 10 render
adequat i i
Complaint #NV00041374: The complaint was Thie ot care s prescribed by regulation.
h is plan of correction shall operate as
unsubstantiated. .
The Heights of Summerlin, LLC’s writien
The allegations included: 1) The facility failed to credible allegation of compliance.
return medication to a resident at discharge, and
2) The facility caused a pressure sore. | By submitting this pian of correction, The
Heights of S i
1) The allegation the facility failed to return | s o amerlin, LLC docs not
| medication 1o a resident at discharge was ) ¢ accuracy of the deficiencies,
l unsubstantiated via interview with the Director of This Ffla" of correction is not meant to |
Nursing, a nursing shift supervisor, and a page by establish any standard of care, contract,
| page review of the entire medical record. obligation or position, and The Heights of
2) The allegation the f ity ’ ' Summerlin, LLC reserves all rights to
e allegation the facility caused a pressure raise all possibl -
Sore was unsubstantiated based on interview with ! e ci&l lr e.co_ntentlno.ns and _defenses
the Director of Nursing and the treatment nurse, ¥ civil or criminal claim, action or
and review of the discharge summary from the proceeding,
previous facility, the nursing admission
assessment, the treatment nurse assessment, ‘
and the wound care freatment records for the , !
resident's other wounds. '
LABORATORY (XB) DATE
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Any deficiency @H“ ending with an asterisk (*) denotes a deficiency which the institufion may be excused from correcting providing it is determined that
other safeguards privide sufficient prolection to the patients. (See instructions.) Excepl for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correciion is provided. For nursing homes, the above findings and plans o BofTEcGn BlE Hedld5E
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of corre BBk fLafisH
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Complaint #NV00041416: The complaint was |
unsubstantiated,

|
The complaint investigative process was initiated ;
by the Division of Public and Behavioral Heaith on
January 6, 2015 i

The allegation the facility failed to properly |
execute bed hold notices was unsubstantiated |
based on interview with the Medical Records

Director and the Director of Nursing, review of |
admission and transfer files for bed hold
documentation, and the bed hold guidelines. |

Complaint #NV00041437: The complaint was |
substantiated, |

The complaint investigative process was initiated |
by the Division of Public and Behavioral Health on
January 6, 2015 !
The allegations included: 1) The facility failed to
properly diagnose, treat and monitor residents
receiving psychotropic medication, 2) The facility
lacked diapers and linen, 3) The facility caused a |
resident's skin tear by an unsafe transfer. |

1) The allegation the facility failed to properiy
diagnose, treat, and monitor residents receiving |
psychotropic medication was substantiated based
on review of diagnostic information, the physician |
orders list for psychotropics, quarterly reviews of
psychotropic use, medication administration |
records, psychotropic consents, and Behavior
Management Policy dated 12/31/10. See Tag :
#329. |

2) The allegation the faciity lacked diapers and |
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F 000 | Continued From page 2

within the facility.

skin tear with an unsafe transfer was

the resident's treatment record, and nursing
notes.

relief that may be available to any party under
applicable federal, state, or local laws.

F 329 | 483.25(f) DRUG REGIMEN IS FREE FROM
88=D | UNNECESSARY DRUGS

drug when used in excessive dose (including

indications for its use; or in the presence of

should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a

given these drugs unless antipsychatic drug

as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and

linen was unsubstantiated based on observations

3) The allegation the facility caused a resident's

unsubstantiated based on review of self reports,

The findings and conclusions of any investigation
by the Division of Public and Behavioral Health
shall not be construed as prohibiting any criminal
or civil investigation, actions or other claims for

The following regulatory deficiency was identified:

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any

duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate

adverse consequences which indicate the dose

resident, the facility must ensure that residents
who have not used antipsychotic drugs are not

therapy is necessary 1o treat a specific condition

F 000

F 329
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behavioral interventions, unless clinically !
contraindicated, in an effort to discontinue these
drugs. I

This REQUIREMENT is not met as evidenced
by:

Based on record review, interview and policy |
review, the facility failed to conduct quarterly
reviews of psychotropic medication use for 2 of |
11 residents (Resident #1 and Resident #6), and
failed to obtain a consent for psychotropic
medication administration for 1 of 11 residents
(Resident #11), I

Findings include;
Resident #1 ‘

On 9/14/086, Resident #1 was admitted with
coronary atherosclerosis, and on 7/23/13,
Resident #1 was readmitted with diagnhoses of
coronary atherosclerosis and cardiac
dysrhythmias, and dementia with confusion.

On 11/5/13, a physician ordered Celexa 10
milligrams daily for depression. The medical
record showed Resident #1 received Celexa at
the time of the on site visit.

Resident #1's medical record contained one I
quarterly psychoactive medication review dated
11124/14.

On 1/6/15 in the afternoon, the Director of
Nursing indicated there were no other completed

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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| |
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F329 (D) 483.25 (I) DRUG REGIMEN
IS FREE FROM UNNECESSARY

DRUGS

What corrective action(s) will he
accomplished for those residents found
to have been affected by the deficient

practice:

Residents #1, #6 and #11 remain (o be in
the facility.

Residents #1 remains to be on Celexa. A
psychoactive medication review will be
completed within 14 days

(February 5, 2015),

FORM CMS-2567(02-99) Previous Versions Obsclele Event ID: J3VD11

Facllity ID: NVS4146SNF

If continuation sheet Page 4 of 6

RECEIVED
JAN 2 7 2015

EAU OF HEALTHPARE
BQUURALETY & COMPLIANCE
LAS VEGAS, NV



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/12/2015
FORM APPROVED
OMB NO. 0938-0391

reviews in the medical record.

According to the facility's policy Behavior
Management (effective 12/31/10),
"...Procedure...9. Following the admission,
quarterly, annually, change in condition and as
needed, the team will re-evaluate the

effectiveness of non-drug interventions, the need |

for psychotropic medication, possible

alternative(s) to use of psychotropic interventions

Resident #6

On 10/26/06, Resident #6 was admitted with
psychosis, and on 11/30/10, Resident #6 was

readmitted with diagnoses of psychasis, muscle

disuse atrophy, bipolar disorder, and
schizophrenia.

On 8/4/13, a physician ordered Zyprexa 10
milligrams daily for Schizo-affective disorder.

On 8/14-15/13, a physician ordered Xanax 0.25
milligrams daily at 9:00 AM and 0.50 milligrams
twice daily at noon and bed time for anxious
feelings.

On 8/1/14, a physician ordered Lexapro 10
milligrams daily for depression.

The medical record showed Resident #1 received |

Zyprexa, Xanax, and Lexapro at the time of the
on site visit,

Resident #1's medical record contained one
quarterly psychoactive medication review dated
11/24/14.

Resident #6 remains 10 be on Zyprexa,
Xanax and Lexapro. A psychoactive
medication review will be completed
within 14 days (February 5, 2015).

Resident #11 remains on Restoril, A
consent had been obtained on
January 10, 2015 for the use of the
medication,

How will you identify other residents
having the potential to be affected by
the same practice;

The facility will audit residens’ charts by
February 22, 2015, This is to ensure
consents are being obtained for
psychotropic medication usage and
quarterly reviews are being conducted and
completed.

The nursing staff will be in-serviced by
February 5, 2015 regarding needed
consents for use of any psychotropic
medications.

The Social Services department will be in-
serviced by February 5, 2015 regarding
needed quarterly psychotropic medication
reviews,
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O . the Director of What measures will be put inte place or
n in the aftemoon, the Director o . .
16115 ir , what systematic changes will you make
Nursing indicated there were no other completed to ensure that the deficient practice doc

reviews in the medical record.,

| not recur;
|
Resident #11 II A monthly audit of charts will be
‘ _ ' . | conducted and completed for every unit to
On 7/12/14, Resident #11 was admitted with a ensure the deficiency will not recur.

diagnosis of chest pain, and on 8/18/14, Resident |

#11 was readmitted with diagnoses of chest pain, . . - S
shortness of breath, difficulty walking, muscle How will the facility monitor its

disuse atrophy, encephalopathy, and moderate | corrective actions to ensure that the
dementia. deficient practice js being corrected and
| will not recur;

On 8/26/14, a physician ordered Restoril 30 .

milligrams as needed at bed time for insomnia. POPRIN . . ,
The January 2015 medication administration | Fac_x bity will monitor cforrechve .
record showed Resident #11 received Restoril during the QAA meetings for the next 4

each night at 9:00 PM for January 1-5. | months 0 assure that the deficient practice
| will not recur. When resuits are in
On 1/6/15 at 2:45 PM in the afternoon, Resident | compliance, the facility will monitor at

#11's medical record lacked a psychotropic |
consent for Restoril administration, The Director
of Nursing indicated there was no psychotropic |
consent for Restoril administration in the medicai Individual Responsible: Director of
record. | Social Services

Date of Completion: February 20, 2015

QAA quarterly.

According to the facility's policy, Behavior i
Management (effective 12/31/10), i
"...Procedure...3. Whenever an order is obtained
for psychotropic medication (s), the licensed
nurse verifies that informed consent has been

obtained..." |
|
Complaint #NV00041437 ‘
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